Sexual violence against children erodes the strong foundation that children require for leading healthy and productive lives. Globally, studies show that exposure to violence during childhood can increase vulnerability to a broad range of mental and physical health problems, ranging from depression and unwanted pregnancy to cardiovascular disease, diabetes, and sexually transmitted diseases, including human immunodeficiency virus (HIV) (1, 2) . Despite this, in many countries, the extent of sexual violence against children is unknown; estimates are needed to stimulate prevention and response efforts and to monitor progress. Consequently, CDC, as a member of the global public-private partnership known as Together for Girls,* collaborated with Cambodia, Haiti, Kenya, Malawi, Swaziland, Tanzania, and Zimbabwe to conduct national household surveys of children and youth aged 13-24 years to measure the extent of violence against children. The lifetime prevalence of experiencing any form of sexual violence in childhood ranged from 4.4% among females in Cambodia to 37.6% among females in Swaziland, with prevalence in most countries greater than 25.0%. In most countries surveyed, the proportion of victims that received services, including health and child protective services, was ≤10.0%. Both prevention and response strategies for sexual violence are needed.
During Patterns in the prevalence of any form of childhood sexual violence differed by country (Figure) . Swaziland had high reported prevalence of sexual violence among females (37.6%). Reported sexual violence among females in Zimbabwe also was high (32.5%), yet Zimbabwe had a considerably lower reported prevalence of sexual violence against males (8.9%). Haiti had high prevalence rates for both males (21.2%) and females (25.7%). Cambodia reported the lowest rates for both females (4.4%) and males (5.6%).
Among respondents who reported childhood sexual violence, the proportion who also reported receiving services, including health care, legal/security aid, or counseling support, was low for both males and females (Table 1) . Swaziland had the largest proportion (24.0%) of females receiving services. In a few countries, data were readily available on the proportion of children who sought services in addition to the percentage who received services. In Malawi, 9.6% of female and 5.9% of male victims sought services. In Kenya, 6.8% of females and 2.1% of males attempted to seek services. Finally, in Tanzania, 16.2% of female and 10.8% of male victims sought services. Among all victims in these countries, the proportion receiving services was no higher than 11.7% (female victims in Tanzania).
Completed acts of unwanted sex (i.e., pressured or forced penetrative sex acts) generally were higher among females than males (Table 2 ). Approximately 17.5% of females in Swaziland reported experiencing an episode of unwanted, completed sex. The lifetime childhood prevalence of unwanted, completed sex also was high among females in Zimbabwe (13.5%), Kenya (11.8%), and Haiti (9.0%).
Discussion
Rates of sexual violence against children are high in many of the countries studied. In most of the countries, >25% of females and >10% of males reported experiencing childhood sexual violence. Furthermore, in approximately 50% of the countries, >10% of females reported experiencing completed, unwanted, penetrative sex. In spite of this, few children sought services after the abuse, and not all who sought services received them.
The findings in this report present the results of a broad international collaboration to address sexual violence; such violence is both a fundamental violation of children's rights and a major risk factor for a wide range of illnesses. The first step in addressing violence against children has been to determine comparable international estimates of the magnitude of the problem. Most previous studies have had some important limitations as they mainly focused on school-based populations; however, these children might not be fully representative of a nation's youth (3) .
Accurately quantifying and then addressing sexual violence is integral to achieving several major global health aims, including HIV prevention. The research on child sexual violence presented in this report was conducted in several countries with generalized HIV epidemics that are partnered with the President's Emergency Plan for AIDS Relief. Studies have linked experiencing violence to later high-risk sexual activities, including further sexual exploitation, multiple sex partners, experience or perpetration of rape, unwanted pregnancy, and HIV acquisition (1, 4, 5) . It is essential to target sexual violence as a component of HIV and other disease prevention strategies.
Beyond HIV and other sexually transmitted diseases, experiencing violence as a child has been linked with several noncommunicable diseases including heart disease, cancer, diabetes, and tobacco, alcohol, and drug addiction, among others (2) . Internationally, recognition of the importance of addressing noncommunicable diseases in low-and middle-income countries is growing (6) . Experiencing trauma as a child can contribute to biologic changes, such as altered hormonal responses as well as mental illness, such as depression, or other psychological changes like poor social relations and low self-esteem, all of which elevate risk for developing chronic diseases (7) . Primary prevention of sexual violence can help avert some of these long-lasting and often treatment-resistant consequences. Despite myriad adverse effects of sexual violence, in this study, most persons who reported experiencing it during childhood did not receive services for their abuse. From a limited number of countries, it appeared that few children even seek services, possibly because they are not aware of service availability, services may not be readily available, or stigma may exist. Although the control of and response to violence traditionally has been seen as the responsibility of law enforcement and social welfare, health sectors can integrate violence prevention and care into routine programmatic activities, building clear links to social services to achieve maximal benefit for various health measures. For example, improved identification of those experiencing violence and the subsequent delivery of counseling, emergency housing, or legal/protection assistance might aid victims. The results of this study provide nationally representative estimates by which countries can measure their progress in reducing childhood violence.
Research on both the primary prevention of sexual violence and treatment of its consequences largely has focused on awareness-raising and educational interventions or therapybased approaches (8, 9) . The prevention of sexual violence and the promotion of safe, stable, and nurturing relationships and environments for children need more research, as does the assessment of other social, structural/environmental, or clinical approaches. VACS are creating a foundation for such actions. As part of the arrangements to execute VACS, host countries develop response plans based on survey findings. Country-level responses have included legislation, school-based educational curriculum, media outreach, service provision strategies, and an increase in the workforce capacity of clinicians, police, social workers, and teachers, among others. Thus, beyond simply disseminating information, VACS have a built-in mechanism intended to raise awareness, catalyze action, and effect change. THRIVES is a technical package that can help countries in identifying programs and policies that are effective in preventing and responding to violence against children (Box) .
The findings in this report are subject to at least four limitations. First, recall bias might be present, particularly for remote episodes of abuse. Second, limited disclosure might have occurred because of the sensitive nature of the subject. Third, children not residing in households (namely, street children) are not included. Lastly, data from some countries might no longer be representative of current levels of violence of services because of the year of data collection.
The Together for Girls public-private partnership, which includes technical expertise from the World Health What is already known on this topic?
Preventing sexual violence against children is essential. Childhood victims of sexual violence are at a significantly increased risk for numerous adverse health outcomes ranging from HIV acquisition to poor mental health and chronic disease development.
What is added by this report?
The prevalence of childhood sexual violence among females was ≥25% in five of seven countries surveyed. Among males in four of six countries, there was a prevalence of childhood sexual violence ≥11%. Despite the prevalence, the proportion of victims receiving service was ≤10% in most countries surveyed.
What are the implications for public health practice?
Sexual violence against children is common yet most children go unaided. Countries should work to assess, respond to, and prevent childhood sexual violence. THRIVES, a broad technical package, can help countries identify programs and strategies than can prevent and treat sexual violence.
Organization, the Joint United Nations Programme on HIV/ AIDS, UNICEF, CDC, USAID, the Presidents Emergency Plan for AIDS Relief, and other partners, has identified a multifaceted strategy to begin to address sexual violence (10) . The first objective is to gather accurate surveillance data. Subsequent important responses identified by the partnership include supporting government and civil society activities to prevent violence, strengthening local government response plans and institutional capacity, improving public awareness, ensuring the creation of appropriate national legislation, mobilizing and promoting community-based strategies, and improving access to and quality of services available to those experiencing violence (10) . VACS, as a key tool of a broad, international collaboration demonstrates the feasibility of a multisectoral approach to the investigation and prevention of childhood violence.
